As severe mental illness and epilepsy could easily be identified by the community (Isaac & Kapur 1980) and these illnesses require prolonged treatment, the success of any mental health programme should not be measured by the number of new cases detected, but rather by the number of patients, who, duly diagnosed, continue their treatment to its end. A study of follow up pattern reveals facts relating to community or family's perception of mental illness. It also serves as an indirect evaluation of the impact of the initial therapeutic strategies and the multifarious problems faced by the patients and their relatives in maintaining such follow up.
Many studies have focussed on the follow up aspect of the treatment programme for physical illnesses like tuberculosis and hypsrtension.
Factors brought to light in relation to follow up of these illnesses could also be applied to mental illnesses. Banerjee and Anderson (1963) pointed out that due to one or the other reason, the default in any tuberculosis clinic in India may be somewhere to the extent of 70-90% of the total patients diagnosed. Nagpal et al. (1970) found that the distance to be covered between the patients house and the treatment centre played a decisive role in the follow up of patients with tuberculosis. In the equally life threatening condition of hypertension, 20% to 50% of patients drop out in the first year of treatment. (Beckland & Lundwall, 1975) . Similarly, in general psychiatric clinics ; 20%-57% of the patients failed to return after the first visit and 31-56% attended no more than four times (Dodd, 1971) . More than one third of the mentally ill persons do not keep up the psychiatric appointment after brief evaluation and another third drop out after detailed initial evaluation thus leaving only a third of the identified population with problem to utilise the presently limited existing psychiatric facilities (Srinivas Murthy et al. 1974 and 1977) . Almost all the follow up studies are based on samples of patients admitted to the hospital while there are very few based on out-patient clinics or schizophrenic patients diagnosed, treated and followed up by general practitioners (WHO, 1977) .
METHOD
The method adopted in the present study differed from other studies : patients were identified in the rural community with the help of those residing there and / treatment was given in their home settings. Hence the method was non institutional, family centred and community oriented while others were predominantly institutional and individual oriented.
Steps involved in follow up work :
The method involved establishment of relationship with the leaders, teachers and other significant members in the community. Communication regarding the services available in the centre, treatment for mental illness and epilepsy and other issues like importance of family cooperation in follow up programmes, after care and rehabilitation activities formed the main tools of initial relationship. This was further strengthened by the active involvement, education at informal and unstructured group level and social net work approach in the follow up programmes.
The patients and their family members were asked to visit the rural clinic situated in Sakalwara. Wherever possible the ANMs and the doctors who worked in the area were involved to give depot anti-psychotic injections or to motivate the family members to maintain regular follow up. Whenever a patient was brought to the clinic for follow up, enquiries were made about other patients in the same village and nearby villages. If the patients failed to keep up the follow up appointments, instructions were sent through those residing in the same village, and who were at the clinic for general physical ailments. When the patients were on maintenance dosage, they were asked to send their prescription slips through one of these individuals to the clinic with all the necessary details of the progress which would get these required drugs. Even if all these procedures failed, the team would then visit the village again for the purposes of follow up.
RESULTS
Tables 1 to 5 below describe the details and pattern of follow up visits. 60% of the schizophrenics detected were put on continuous medication. The improvement achieved by the patients not only changed their behaviour and social functioning but also impressed the family members and neighbours, which resulted in more intensive follow up.
Though the services were available freely, about 14% of the schizophrenics did not take medication and were noncooperative. Deep rooted misconceptions, ignorance and long duration of the illness made the patient and the family members reluctant about follow up.
Poverty adds to the problem. If the patient had to be brought for follow up, the family has to lose a day's income of at least one member of the family. The distance they had to cover for follow up was also a decisive factor. As Nagpal (1970) found that the zone of effective influence does not exceed four road miles around the centre. In those cases, where the improvement that could be achieved was not much, because of various factors including the limitations of the available treatment methods and side effects of the drugs, the family concluded that it was not worth the efforts. Usually, a combination of the above said factors would be seen in families who refuse to continue the treatment.
The requirement that medicines should be taken every day, not missing a single dose at any cost and continued at least for 3 long years is really a rigorous procedure and difficult to follow for many villagers. Inspite of this, 39% of epileptics continued the medication and 13.5% stopped medication (after being regular for some time) as they became fit free for more than one year. 29% of epileptics took drugs irregularly inspite of being aware of the consequences of irregular treatment. In most of the cases, social functioning was not at all disturbed except during or 'post-fit' period. They tend to live with the illness. These are some of the possible, observed situations, limitations and reasons for the follow up pattern in the village set up. A depth analysis of various factors contributing for poor follow up would be communicated later.
Suggestions for regular follow-up :
Consistent and continuous efforts, involvement of doctor-cum-health worker team of the PHC and other volunteers from the village, beneficial delivery of drugs at the patient's door step and group basis follow up, are helpful.
